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Lipomas are the most common soft tissue mesenchymal neoplasms are uncommon in the
oral and maxillofacial region. Oral lipomas usually exhibit slow asymptomatic growth and
are less than 20mm at their largest diameter. A 71-year-old man was referred to our
regional oral and maxillofacial department by a dentist after noticing an asymptomatic
tongue swelling. Examination and further radiographic and histological investigations
revealed a large tongue lipoma which had been present for over three years. Initially it was
decided to keep this benign lesion under review. However its relatively rapid growth over
the next six months started to affect his speech, eating and airway and was subsequently
removed surgically under general anaesthetic. This unusual case report documents the
presentation, diagnostic considerations and treatment of this lipoma. It also highlights the
important role clinicians have in detecting and investigating or referring any abnormal
pathology.
© 2018 Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Initial presentation
A 71-year-old man was referred urgently by a dentist to our regional oral and maxillofacial department after examining
him for the ﬁrst time. The letter described a large left sided tongue swelling approximately ﬁve times the size of the right.
Although not troublesome the patient complained it occasionally slurred his speech and was catching on his teeth while
eating. The patient was aware it had been present and growing in size for over three years. Medically he had hypertension that
was controlled by Amlodipine but was otherwise ﬁt and well with no known allergies. On examination a large, ﬁrm, non-
pulsatile sub mucosal mass was evident (Fig. 1). His dentition was well maintained and he had no sensory defects, weight
loss, swallowing difﬁculties or cervical lymphadenopathy.2. Investigations
A magnetic resonance imaging (MRI) scan was requested but because of the patients' claustrophobia a computerised
tomography (CT) scan was performed (Fig. 2 a, b). This showed a well-deﬁned fat density mass lesion measuring approxi-
mately 57mm anterioposterior x 40mm medial lateral x 26mm craniocaudal in the left side of the tongue. This extended
posteriorly into the base and was superior to the left genioglossus muscle and lingual artery. It was conﬁned to the sublingual
space with no deep extension to the mylohyoid or bone involvement.rgery, Regional Maxillofacial Unit, University Hospital Aintree, Longmoor Ln, Liverpool, L9 7AL, UK.
.K. Gamie).
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Fig. 1. Photograph of the tongue.
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mas, rhabdomyomas and salivary gland lesions (mucocele and mixed tumours) [1].
A punch biopsy under local anaesthetic was then performed for histopathological analysis. Microscopically the mucosa
had parakeratosis, ﬁbrosis, mild basal cell hyperplasia and no obvious dysplasia or inﬂammation. White soft tissue analysed
showed sheets of packed mature adipocytes, consistent with a diagnosis of lipoma. No mitotic activity or atypia was seen. A
diagnosis of lipoma was made. Histologically classic lipoma is the most common but variants include spindle cell lipoma,
pleomorphic lipomas, ﬁbrolipomas, chondroid lipomas, intramuscular or inﬁltrating lipomas, angio lipomas, salivary gland
lipomas, myxoid lipomas and atypical lipomas ([2e4]).
3. Treatment
Initially it was decided to keep this benign lesion under review largely because of its asymptomatic nature and the risk of a
functional defect and potential surgical morbidity if operated on.a) enalplaixA)benalplattigaS
Fig. 2. CT scan of the head and neck showing an ovalar-shaped mass with distinct margins.
Fig. 3. Intraoperative photograph.
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and his wife also had concerns regarding his airway particularly at night when sleeping. It was subsequently decided to
remove or debulk it under general anaesthesia (GA) and nasotracheal intubation. By using an ellipse incision on the dorsum of
the tongue and normal mucosa, blunt and sharp dissection (Fig. 3) was used to excise the lipoma inwhole (Fig. 4). Intravenous
tranexamic acid and corticosteroids were used intraoperatively and haemostasis was achieved using diathermy and primary
suture closure (Fig. 5). After an overnight stay he was discharged with analgesia. Chlorhexidine and Benzydamine Hydro-
chloride mouthwash were also prescribed for oral hygiene [5,6] and to reduce discomfort [7,8] and a review appointment was
arranged.
The deﬁnitive resection report conﬁrmed a diagnosis of a non-encapsulated lipoma composed of sheets of packed adi-
pocytes variously separated by thin ﬁbrous septa. Muscle ﬁbres and large vessels were incorporated within the periphery of
the tumour.4. Discussion
Previous studies have reported lipomas are the most common soft tissue mesenchymal neoplasms [2,3] and are un-
common in the oral and maxillofacial region [2e4]. 1e4% affect the oral cavity and represent 0.1e5% of all benign tumours ofFig. 4. Resected lipoma.
Fig. 5. Post-operative photograph.
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50e62 years [4]. Some reports show a higher prevalence in males [3]. In decreasing order of frequency they occur in the
parotid region, buccal mucosa, lip, tongue, submandibular region, palate, ﬂoor of mouth, and vestibule [3]. What makes this
case more unusual is its size and relatively rapid increase in size over 6months. Most lipomas on the body are less than 50mm
and oral lipomas are less than 20mmat their largest diameter [9].
In this patient it was not possible to get an MRI. Claustrophobia is a known complication and disadvantage of MRI scans.
Although dental amalgams degraded the image, the CT scanwas adequate. In other cases pharmacological sedation, hypnosis,
and other relaxation techniques have been proposed to enable completion of an MRI scan [10].
The local anatomy of this lesion is important because of the proximity of the lingual nerve and artery andmore posteriorly
the glossopharyngeal nerve. Complete removal versus de-bulking and future regrowth had to be taken into account due to the
risk of leaving a non-vascularised, non-functional tongue.
The use of tranexamic acid and corticosteroids are beneﬁcial in reducing postoperative bleeding and swelling due their
antiﬁbrinolytic [11,12] and anti-inﬂammatory [13] properties respectively. Swelling of the tongue because of haemorrhage
and bleeding into the sublingual and submaxillary spaces postoperatively causes elevation of the tongue and ﬂoor of the
mouth. Subsequent airway obstruction is potentially a fatal complication which could necessitate a surgical airway such as a
temporary tracheostomy [14]. An overnight stay and monitoring should always be considered following tongue surgery. On
review there was a marked improvement in his speech, swallowing and airway.
5. Conclusion
Early presentation and diagnosis of lesions is important. Whilst this patient was a regular attender to his normal dentist, it
was only when seen by another the decision to refer was undertaken. This case highlights that although rare, lipomas in the
tongue can grow to a considerable size and be associated with functional deﬁcits. In those with a clear plane between lipoma
and intrinsic tongue muscle, excision can be relatively uncomplicated with excellent outcomes.
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